INTRODUCTION
Lip cancer corresponds to 25-35% of all oral cancers. Squamous cell carcinoma (SCC) is the most common histological type in this location (95%), and is 20 times more prevalent in the lower lip than in the upper lip, affecting more men than women (6:1) and more often those over 50 years, with fair-skin, and those engaged in professions that require chronic exposure to ultraviolet radiation. It is uncommon in younger people, however the chances increase if they are HIV-infected or have undergone a kidney transplant. When diagnosed at an early stage, the cure rate is 80-90%, with a mortality rate ranging from 10-15%. Metastases vary from 11-18%, and in such cases the five-year average survival rate falls to 25%. 1 There are several options for wound reconstruction after SCC resection in the lower lip, depending on the surgeon's level of experience and the proportion and dimensions of the of final defect in relation to the size of the lip. Defects that take up half of the lip can be rebuilt using the W-plasty or a rectangular flap. Defects taking up 1/2 to 2/3 of the lip depend on the involvement or not of the labial commissure. If the commissure is affected, the Estlander flap is indicated, if not, the Abbé flap should be used. Wounds involving 2/3 of the lip or greater will be rebuilt according to the location of the defect. If it is centrally located, the Bernard-Burrow-Webster flap is indicated; if it is laterally located, the Gate or Karapandzic flaps are better options. (Figures 2 and 3) . The nutrition pedicle was kept for three weeks, during which a liquid and soft diet was administered, with the pedicle having been sectioned at the end of that period (Figure 4) . The complete opening of the mouth was eventually possible, without functional impairment of speech or mastication, and with a favorable aesthetic result. (Figure 5) 
DISCUSSION
In 1898, Abbé described a flap involving the transfer of a total thickness triangular segment of the tissue of the lower lip to a full-thickness defect in the upper lip. This type of reconstruction is ideal for defects covering from 2/3 to 100% of the lip.
3-5 It is the ideal choice for lateral defects the in lower lip that cannot be closed with advancement and rotation flaps. 6 The flap is drawn with a size corresponding to half of the size of the defect and is rotated on an axis almost 180º over the pedicle as it is inserted into the defect on the opposite side. The pivotal point is fixed near the commissure in order to keep a more proximal irrigation. 4 This insertion is enhanced by an anchoring stitch with 2.0 nylon thread so that nutrition is not compromised by the movements of the lip and in order to avoid a possible rupture of the pedicle. While the flap is in this position, patients can have a limited oral diet with liquids and soft foods that do not require 
